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BLACK SPOTS IN TUBERCULOSIS 
DISTRIBUTION * 


BY 


F, J. H. COUTTS, C.B., M.D. 
Formerly Senior Medical Officer, Ministry of Health 


By the expression “black spots” in the subject chosen 
for discussion I assume reference is intended to areas of 
local authorities in which over a series of years the 
mortality from tuberculosis has been persistently higher 
than in other similar areas. But it is clear that in the 
area of a single local authority there may be certain 
districts—localized black spots—which constantly show 
higher death rates from tuberculosis than other parts of 
the same area or similar districts elsewhere. Sometimes 
the excess mortality of these local black spots may 
suffice to raise the tuberculosis death rate of the whole 
local government area in which they are situated to an 
unfavourably high figure, even although the rest of the 
area may show comparatively good records. I assume 
that the object of our discussion is to come to some 
conclusion, if possible, as to the causes of these high 
mortalities, with a view to intelligent consideration of 
the means by which a reduction in the mortality rates 
may be secured. 

Even a very superficial examination of the problem 
will, I think, lead us to the conclusion that we cannot 
pick out one simple common factor as the explanation of 
excessive incidence of the disease in all these areas. The 
matter is much more complex, and in most instances 
probably a number of factors are operative in varying 
degrees. Further, although in certain areas we may 


*more or less confidently attribute high incidence to one 


particular factor, in other areas this factor may play 
no part, and it may be extremely difficult to assess the 
relative importance of the other influences which appear 
to be concerned. 

In studying this subject we have the advantage that in 
recent years a number of intensive investigations have 
been made in areas of high mortality from tuberculosis. 


* Read in opening a discussion in the Section of Tuberculosis at 
oe Asana Meeting of the British Medical Association, Plymouth, 


We must not, however, forget the debt we owe to the 
pioneer work of Brownlee (1918), who dealt so ably. with 
many of the problems now under consideration. 


Regions of High Mortality 


As a number of these black spots are in Wales, it is 
appropriate that several of these investigations are 
specially concerned with that country, and the Welsh 
National Memorial Association deserves credit for having 
instituted successive inquiries into this subject. In recent 
years, for instance, we have had reports by Dr. Chalke 
(1933) and Dr. Glyn Cox (1937). In England a notable 
contribution to the question was the inquiry made in the 
Tyneside area by Dr. Bradbury (1933), at the cost of 
the National Association for the Prevention of Tuber- 
culosis. 

On a broad survey of the distribution of tuberculosis 
mortality in Great Britain, it is at once noticeable that, 
apart from crowded industrial areas where special 
problems are involved, the areas of high mortalities are 
mainly in the west and north-west. In Scotland, Ross 
and Cromarty, Zetland, Sutherland, and Inverness show 
high rates. All the counties on the western seaboard 
of Wales, except Denbigh and Flint, are areas of high 
tuberculosis mortality. In England, Cumberland and 
Cornwall show, for the seven years 1930-6, higher 
figures than any other English counties, except Durham 
and Northumberland. 

According to Arnould, Brittany has a high tuberculosis 
mortality compared with the rest of France. In Canada 
the Eastern Maritime Provinces have high mortalities 
from tuberculosis, the death rates declining as the con- 
tinent is crossed, until, on the other side of the Rockies, 
British Columbia is reached, which has also a relatively 
high mortality. 


These observations suggest the question whether 
humidity or other conditions associated with rain-bearing 
winds from the sea may be causal factors, and remind 
us of the theory of Dr. Gordon of Exeter, that exposure 
to strong rain-bearing winds increased liability to tuber- 
culosis. This theory is not generally accepted, but 
recently Dr. Roland Williams of Pembrokeshire and Dr. 
Hawkins,. tuberculosis officer for Pembrokeshire, have 

1769 


HE 
NAL 
. and 
romp- 
| 
ia 
= a 
a 
and 
ill be 
f our 
ships, 
for 
h 
CS. 
atient q 
“ians: 
© 
Act, 
Court 4 
Wick q 
and al 
S 
and 
rotice 
& 
ester, 


258 Oct. 22, 1938 


BLACK SPOTS IN TUBERCULOSIS. DISTRIBUTION 


SUPPLEMENt TO THE 
BritisH MEDICAL JOURNAL 


stated that tuberculosis was more rife in the humid 
atmosphere above the “cloud line” in the Prescelly 
Mountains than in the southerly part of the county. 
Another point which may be considered in favour of this 
theory is that while there are high death rates from tuber- 
culosis in Anglesey, Carnarvonshire, and Merioneth, low 
rates are experienced in Flintshire and Cheshire, which 
are considerably drier owing to the precipitation of much 
of the rain on the intervening Welsh mountains. 


Race as a Factor of Susceptibility 


The distribution of areas of high mortality from tuber- 
culosis in Great Britain raises also the question of race. 
In North-west Scotland we have Gaelic-speaking people ; 
in West Wales, Welsh-speaking. The “vulnerability of 
the Celt” to tuberculosis has often been stressed. 


That the question of race requires consideration is 
undeniable. So long ago as 1867 Budd pointed out that 
primitive tribes are very susceptible to tuberculosis, and 
there is much evidence of the havoc that can be wrought 
by the introduction of this disease among primitive 
tribes. Recently Cummins and Borrell have written upon 
this question with special reference to native races in 
Africa. We know, teo, that in the United States tuber- 
culosis is much more fatal among negroes than among 
the white population; while as regards Canada, recent 
figures placed before the Canadian Tuberculosis Associa- 
tion indicated that, although the Indians number only 
about | per cent. of the population in the Registration 
Area of Canada, yet 11 per cent. of the total tuberculosis 
deaths occur among them. 


But closer examination of this question suggests a 
doubt whether the pure factor of race alone determines 
this vulnerability to tuberculosis, or whether account has 
not to be taken also of differences in environmental 
conditions and in social habits, and perhaps still more of 
the extent to which opportunity has been given for the 
development of group immunity by gradual exposure of 
the community to tuberculous infection. Even admitting 
a high vulnerability of primitive races, it does not follow 
that race per se is a very important factor in countries 
which have been long civilized. In Europe a tremendous 
mixture of races has been going on for centuries, and 
probably in few areas are pure racial groups to be found. 


The papers by Musgrave (1933) and Arnould (1936) 
deal with this question, particularly as regards the Celts. 
Musgrave says that while admitting that customs, diet, 
and climate have an effect on tuberculosis mortality, the 
main factor for a low rate is a comparatively recently 
acquired resistance of the present-day community of a 
country, “irrespective of basic stock.” The inhabitants 
of Western Scotland, the Welsh, and the Bretons have 
much in common, living on farming, stock-breeding, and 
fishing. Being relatively isolated, they have kept up 
aacient customs, and often live in conditions far from 
satisfactory with regard to housing, nutrition, and general 
hygiene. They are apt to be fatalistic in outlook, slow 
in seeking medical advice, and reluctant to leave their 
homes to enter residential institutions. 

While Arnould decides that a “hereditary physico- 
chemical constitution ” common to the four Celtic groups 
differentiates them from _ neighbouring populations, 


Musgrave apparently disbelieves in any “ special vulnera- 
bility of basic stock” and thinks that the higher Celtic 
rates are in no small measure due to the disease having 
been generally distributed among them and to the fact 
that, as a whole, Celtic races have not been able to afford 


the same intensive and extensive measures as their neigh- 
bours and that their diet is on the average not so 
generous. 

Bowen (1929, 1933) points out that the upland regions 
of rural Wales are populated largely by the short, dark, 
long-headed race, and that in these regions the young 
adult acute type of tuberculosis is prevalent. In the lower 
lands, including the northern and southern coastal strips, 
and the eastern parts near the English border, the tall, 
fair-haired, blue-eyed Nordic type predominates. Among 
these, tuberculosis was less frequent, and mainly of the 
chronic type with deaths at advanced ages. He points 
out, however, that in an analysis of the deaths from 
tuberculosis for twenty-five years in a mining village in 
Glamorganshire, inhabited by both types, 54 per cent. of 
the tuberculosis occurred among the Nordic type and only 
25 per cent. among those showing non-Nordic characters, 
This suggests, he says, that though the long-headed 
Mediterranean type seems more susceptible to acute tuber- 
culosis when living his shepherd life on moorland farms, 
he rapidly acquires resistance under industrial conditions, 
while the fair-haired Nordic is better able to resist the 
disease when farming in the sunny open lowlands ; when 
he goes to shut-in coal valleys or slums of large towns 
his resistance falls. 

Bradbury (1933) found in Jarrow a greater incidence 
of tuberculosis in families of Irish as compared with 
English stock. He observed that Irish families were on 
the whole less favourably situated in the matter of type 
of house occupied, the sanitation, ventilation, and cleanli- 
ness of their dwellings, overcrowding and nutrition, but 
nevertheless concluded that there still remained some 
evidence of a racial factor responsible, in part at least, 
for the relatively high incidence of tuberculosis in Jarrow. 


I have devoted some space to the consideration of 
racial influence, because this is not a factor susceptible 
of alteration through public health activity. For prac- 
tical purposes I think we may safely assume that racial 
susceptibility per se is only a comparatively minor factor 
in causing high mortality from tuberculosis in_ this 
country, and that there is therefore no reason for a 
fatalistic outlook. If there is any racial susceptibility, 
that is surely an additional reason for more vigorous 
endeavours to deal adequately with other controllable 
factors, and particularly for taking the greatest possible 
precautions to prevent close and prolonged contact of the 
infected person with the healthy. 


Occupation 


The Tyneside report contains little reference to occupa- 
tion. In Wales three occupations seem specially con- 
cerned in the incidence of tuberculosis—namely, mining, 
quarrying, and sea-faring. The influence of coal-mining 
is chiefly felt in the industrial districts of South Wales, 
and does not come much into the scope of this discussion. 
Quarrying is referred to in Dr. Chalke’s report. He 
states that slate-quarrying is undoubtedly associated with 
a high death rate from tuberculosis at the later age- 
periods. In Gwrfai the incidence of tuberculosis is 
higher in parishes which house a slate-quarrying popula- 
tion. 

A memorandum submitted to the Committee of 
Inquiry into Tuberculosis in Wales by Mr. D. Dylan 
Pritchard, M.A., shows that the death rate from tuber- 
culosis among slate-quarrymen is very high and that these 
deaths occur mainly at the later ages. Out of 135 deaths 
of quarry workers from tuberculosis in six years, eighty- 
six occurred between the ages of 50 and 70—that is, 
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64 per cent. This suggests that slate dust is defi- 
nitely harmful if the exposure is long enough and con- 
firms the opinion expressed by Sutherland and Bryson. 
Local medical men think that silicosis is not a factor in 
this excessive prevalence, but Sutherland and Bryson 
diagnosed silicosis radiologically in 14.6 per cent. of the 
mill-men examined. 

In Merionethshire we have an example of the death 
rate of one small district seriously affecting the figures 
for the whole county. We find that 34 per cent. of the 
male deaths in this county and 26 per cent. of the female 
deaths since 1919 occurred in Festiniog, while only 20 per 
cent. of the total males and 1§ per cent. of the females 
live in that district. The tuberculosis incidence in this 
district is highest among old men and young women, but 
while in 1927-31 the male deaths had increased as com- 
pared with 1919-23, there was a decrease in female 
deaths. 

This old-age tuberculosis in Festiniog seems definitely 
associated with quarrying and with silicosis. The men 
appear to be more exposed to dust than in Carnarvon- 
shire, owing to the work being carried out in relatively 
deep mines, as contrasted with the open quarries and pits 
in Carnarvonshire. Dr. Morris of Festiniog states that 
radiological examination at the new clinic at Festiniog 
showed that 80 per cent. of the quarrymen over 40 had 
silicosis. In 1937, out of twenty-four deaths from tuber- 
culosis, eighteen were in males and six in females. Of 
the eighteen males, eight were between 65 and 75 years 
of age. Mr. Tomley gives the tuberculosis death rate 
for the whole county of Merioneth for the seven years 
1930-6 as 1,196 per million, while for Festiniog it was 
1,938 per million. Excluding Festiniog, the mortality 
rate from tuberculosis for this period for the county 
would be under 800. 

Sea-faring 

Dr. Greenwood Wilson (1934), in a table showing the 
occupations of males found in Cardiff during the eleven 
years 1924-34 to be suffering from tuberculosis, points 
out that there is a higher incidence among seamen than 
for any other occupation—namely, 18.33 per cent. of the 
total number of tuberculous males. For pulmonary 
tuberculosis alone seamen accounted for 19.07 per cent. 
of the males suffering from this form of the disease. He 
also points out that over a period of twelve years the 
average deaih rate for all forms of tuberculosis was 
3.49 per 1,000 in the Adamsdown Ward, in which the 
majority of the sea-farers reside, while no other ward had 
a higher figure than 1.77 per 1,000. The average rate 
for the whole city for the ten years 1925-34 was 1.30 
per 1,000. Here again we have an example of a localized 
“black spot” affecting unfavourably the mortality 
Statistics of a whole district. 

As Dr. Greenwood Wilson indicates, other ports 
are similarly affected, one of the most noticeable being 
South Shields. The high proportion of Arab seamen 
is held to be responsible to some extent for the high 
figures in that district, and Dr. Greenwood Wilson shows 
that, in Cardiff, foreign seamen, and particularly Arabs, 
suffer more severely than British seamen. Mostyn Davies 
(Cox, 1937) states that for the eleven-year period 1925-35 
the tuberculosis incidence rates among seamen were 12.6 
for Cardiff, 11.81 for Barry, 4.98 for Newport, and 3.7 
for Swansea ; while for Great Western Railway employees 
for the same period the incidence was 1.78 for Cardiff, 
3.31 for Newport, 1.96 for Swansea, and 2.1! for Barry, 
showing a much higher incidence among seamen, par- 
ticularly in Cardiff and Barry. 
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The rates calculated for British and foreign seamen 
respectively were: 


British Foreign 


For Barry the report by Dr. Cox sets out the influence 
of tuberculosis among seamen on the total mortality. The 
tuberculosis death rate among British seamen was 6.3 per 
1,000 and 12.5 for foreign seamen. In Barry the crude 
tuberculosis mortality for 1933-5 was 1.073 per 1,000, but 
with seamen excluded the rate fell to 0.989. 


Housing and Sanitary Conditions 


That general sanitary and housing conditions affect the 
incidence of tuberculosis is generally accepted. Damp- 
ness, general insanitary conditions of houses, and over- 
crowding have an unfavourable effect and tend to increase 
tuberculosis. These points are brought out by the reports 
of Dr. Bradbury, Dr. Chalke, and Dr. Cox, although it 
would appear that the general standard of housing con- 
ditions in Jarrow, while not satisfactory, were not so bad 
as in many of the gural districts in Wales, and notably in 
Anglesey. The description given by Dr. Cox of houses 
in Anglesey occupied by tuberculous persons shows 
appalling conditions, and in Gwrfai it would seem that 
there are many houses almost or quite as bad. In 
neither of these districts has there been, until recently, 
any sertous effort to remedy these conditions. 


Overcrowding 


The evil effects of insanitary houses are much increased 
if the number of rooms and the space available are 
insufficient for the persons occupying the house, and 
particularly if the accommodation does not permit of the 
occupation of a separate room by a member of the 
family suffering from tuberculosis. In such circumstances 
a house which may not be technically overcrowded on the 
ordinary standards may be seriously overcrowded from 
the viewpoint of tuberculosis. Dr. Bradbury emphasizes 
the importance of overcrowding as a factor in tuber- 
culosis, and great stress is also laid on this by Dr. Cox 
and Dr. Chalke. 


In Anglesey not only was there serious overcrowding . 


generally, but a large proportion of tuberculous persons 
were occupying the same room as other persons and 
actually sleeping in the same bed. In 104 beds there 
were sleeping 104 phthisical patients and 113 other 
persons, which means that in some instances a tuberculous 
person shared the same bed with at least two other 
persons. 


Segregation 


One of the most powerful preventive measures against 
the spread of tuberculosis is the segregation of the person 
affected with pulmonary tuberculosis, particularly the 
advanced sputum-positive case. Obviously, in districts 
in which houses are small and insanitary and the whole 
environment unsatisfactory, it is especially important that 
the infected case should be isolated, preferably by removal 
to a tuberculosis hospital, but at least by provision of 
separate sleeping accommodation. It seems, however, 
that it is often in those areas in which housing accommo- 
dation is bad and separate sleeping-rooms cannot be 
provided that least use is made of the hospital provision 
under tuberculosis schemes. 
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It may be observed that in Jarrow only 107 patients 
were treated in institutions per 100 deaths, against 142 per 
100 deaths for the County of Durham as a whole. Dr. 
Cox states that among tuberculous persons in Anglesey 
there was a large proportion of refusals to accept hospital 
treatment, and only 17.9 per cent. of the tuberculosis 
deaths among patients from Anglesey occurred in 
hospitals; while in Barry, although housing conditions 
are much better, the hospital deaths were 26 per cent. 
Even this figure is low. Dr. Cox remarks that the 
optimum to be aimed at from a public health point of 
view is that 100 per cent. of deaths should occur in 
hospital. Dr. Powell has said: “ A tuberculosis institution 
is the one form of isolation hospital” which has fully 
proved its value. . 

In my view, the percentage of tuberculosis deaths occur- 
ring in hospital is a pretty good index of the efficiency of 
the working of a tuberculosis scheme, and the higher the 
figure the more prospect of securing a material reduction 
in the incidence of the disease. It is deplorable, therefore, 
to find that in rural districts in Wales, where home con- 
ditions are quite unsuitable for nursing advanced cases of 
tuberculosis, there should be so much reluctance to take 
advantage of the hospital provision made. This has been 
attributed partly to Welsh national characteristics—their 
love of home, strong family ties, and their great reluctance 
to die away from home—but possibly, also, a shortage of 
beds may lead to medical officers acquiescing more readily 
in patients taking their discharge from hospital pre- 
maturely. 

This reluctance of the rural Welsh to leave their homes 
for hospitals is an aspect of social habits and outlook 
which is a factor to be reckoned with. This factor is 
mentioned by Dr. Chalke, who refers to the “ natural 
fatalism ” of the Celtic people and their slowness to react 
to modern influences. The fear of tuberculosis is still 
strongly prevalent and also the idea of a stigma associated 
with this disease, and this, along with the fatalistic out- 
look and the belief in the special vulnerability of the Celt, 
is a handicap in dealing with this section of the popula- 
tion. 

Poverty, according to Dr. Bradbury, has a direct causal 
relation to tuberculosis, and this is also referred to in Dr. 
Cox’s report. It is to be hoped that unemployment 
assistance and the more enlightened views now taken on 
public assistance will reduce the importance of this 
factor. 

Nutrition is to some extent connected with poverty, and 
is undoubtedly an important factor. Dr. Bradbury, Dr. 
Chalke, and Dr. Cox all refer to this. Malnutrition is, 
however, not merely due to lack of sufficient food, but to 
injudicious. choice of foods, resulting in an unbalanced 
diet. The tendency of housewives, through ignorance of 
dietetic values and to save trouble, to neglect the old 
traditional forms of feeding and to rely largely on pre- 
pared foods is considered to have an important bearing on 
the matter. The striking effect of a well-planned nourish- 
ing diet in improving the condition of weedy children is 
referred to by Dr. Cox im connexion with the treatment 
of children in Penhesgyn Hospital. 


Migration 
Dr. Chalke refers to the fact that many young females 
from Carnaryonshire seek employment in other districts. 
On breaking down from tuberculosis they return home to 
die. Some authorities believe that this may account 
for a substantial proportion of deaths in young adults 
in other areas also. Mr. Tomley (1915), in ‘the Welsh 


Outlook, has given striking information as to the extent 
of migration to and from Wales. I am not aware, how- 
ever, of any evidence to prove conclusively that migration 
accounts satisfactorily for excessive mortality from tuber- 
culosis in Wales. 


Conciusions 


In my opinion, for practical purposes we should ignore 
the racial factor in considering the measures to be taken 
against tuberculosis, and do everything possible to combat 
the fatalistic attitude encouraged by over-emphasis on this 
point. If there is any racial susceptibility, surely . this 
should lead to even more vigorous efforts to improve the 
environmental factors which conduce to the spread of the 
disease. 

Improvement of housing and sanitary accommodation 
and, above all, a stricter insistence on securing the segre- 
gation of the infective case from the healthy are even 


more important for a population which is considered. 


specially susceptible than for a population believed to 
have greater resistance. 


Measures which seem to me to be of paramount impor- 
tance are: (1) on the occurrence of a case of tuber- 
culosis, to use every effort to ascertain if the source of 
infection is some unrecognized case in the household; 
(2) to ensure adequate separation of the infective case 
from the healthy. For this, segregation in a tuberculosis 
hospital is the most effective method, and every effort 
should be made to secure that patients from unsatisfactory 
or overcrowded homes should end their days in the safe 
shelter of the hospital. It is obvious that helpless bed- 
ridden cases in the last stages of the disease are a most 
serious menace in overcrowded homes. Persistent educa- 
tional efforts are needed to break down the reluctance of 
patients and their relatives to avail themselves of the 
facilities provided. 

Education also is necessary to secure that full value is 
obtained from the money spent by the poor on food, so 
that better nutrition may prevail. 


It would be well if every girl during school life were 
taught the principles of good diet and how to choose, 
prepare, and use the foods available to the best advan- 
tage. Ignorance plays a great part in allowing the con- 
tinued existence of many factors favourable to the spread 
of tuberculosis, and public enlightenment on all aspects 
of the question is one of the most potent measures in the 
campaign against this disease. 
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The Polish Government has decided that recently qualified 
doctors are not to begin practice in a town of more than 5,000 
inhabitants until they have practised for two years in a rural 
district or in a small town. 


[ 


The 

last, 

the | 
enact 
Heal 
Act i 
facto 
and 

dome 
distri 
and 
latior 
nuisé 
with 
of 
venti 
tion- 
and 


| 
| 
alloc 
| and 
auth 
tectil 
wher 
| have 
| fire 
some 
| Offic 
dutie 
For 
auth 
the 
| auth 
mus! 
or 
men 
TI 
and 
| not | 
ing 
expr 
purr 
use 
or | 
fac 
is ef 
or d 
purr 
is $i 
worl 
ing 
worl 
fillin 
on, 
pare 
tion: 
T 
with 
as t 
Act 
Fac’ 
afte: 
are 
are 
thei 
heal 


THE 
(NAL 


>xtent 

how- 
ration 
tuber- 


Oct. 22, 1938 


PUBLIC HEALTH NOTES 


SUPPLEMENT THE 261 
British MEDICAL JOURNAL 


PUBLIC HEALTH NOTES 


Duties of Local Authorities under the Factories Act 


The Factories Act, 1937, which came into force on July 1 
last, is a consolidating and amending measure to replace 
the Factory and Workshops Act, 1901, and some other 
enactments, including some provisions of the Public 
Health Acts. With regard to factorie$, under the Factory 
Act it was the duty of the district council to see that every 
factory was provided with means of escape in case of fire, 
and there were special duties concerning bakehouses and 
domestic factories. Under the Public Health Acts the 
district council had to see to the provision of suitable 
and sanitary conveniences ; uncleanliness, insufficient venti- 
lation, and overcrowding could be dealt with as sanitary 
nuisances. The duties of the local authority in connexion 
with workshops and work places included the supervision 
of sanitary conditions—namely, cleanliness, air-space, 
ventilation, drainage of floors, and sanitary accommoda- 
tion—the provision of means of escape in case of fire, 
and the control of home work. 


The new Act continues in broad outline the previous 
allocation of duties as between the factory inspectorate 
and local authorities. It will still be the duty of local 
authorities to enforce various general provisions for pro- 
tecting the health of persons employed in establishments 
where mechanical power is not used, and they will still 
have the special duties as to means of escape in case of 
fire and the control of home work. There are, however, 
some modifications, and these are set out in a Home 
Office Memorandum issued in June, 1938, dealing with the 
duties of local authorities under the Factories Act, 1937. 
For the purpose of their duties under the Act local 
authorities and their officers are given the same powers as 
the factory inspectorate, but the powers of entry and 
inspection may be exercised only by officers of the 
authorities authorized by them in writing, and any officer 
must, if so required, produce his authority to the occupier 
or other person holding a responsible position of manage- 
ment at the factory. 


DEFINITION OF THE TERM “ Factory ™ 


The old Act made a distinction between the factory 
and the workshop, the main criterion being whether or 
not mechanical power was used in aid of the manufactur- 
ing process. This distinction is now abolished and the 
expression “workshop” disappears, though for certain 
purposes a distinction is drawn between factories where 
mechanical power is used and those where it is not. The 
use of mechanical power merely for heating, ventilating, 
or lighting the workrooms does not make the factory 
one in which mechanical power is used. In future, the term 
“factory” will apply to premises in which any person 
is employed in “ cleaning, or washing, or the breaking up 
or demolition of any article . . . by way of trade or for 
purposes of gain.” The general definition of the term 
is supplemented by the specific inclusion of particular 
works or premises—for example, premises where “ sort- 
ing of articles is carried on as a preliminary . . . to the 
work ” of any factory, premises in which “ washing or 
filling bottles or containers or packing articles is carried 
on, . . . and premises in which articles are made or pre- 
pared incidentally to the carrying on of building Opera- 
tions or works of engineering construction.” 

The procedure for dealing with defaults of sanitation or 
with nuisances under the Public Health Acts is abandoned 
as these will, in future, be remedied under the Factories 
Act itself. On the other hand, certain provisions of the 
Factory Act of 1901 relating to the employment of women 
after childbirth, to bakehouses, and to infectious diseases 
are now treated as appertaining to public health law, and 
are either superseded by the Public Health Act, 1936, or 
their enforcement is arranged for pending further public 
health legislation to supersede them. 


GENERAL HEALTH PROVISIONS 


The chief changes of the Act relating to general pro- 
visions as to health are that the regulations laid down in 
the section dealing with sanitary conveniences are to be 
enforced by local authorities in all factories, whether 
mechanical power is used or not, and the regulations as 
to temperature (but not lighting), cleanliness, overcrowding, 
ventilation, and drainage are to be enforced by local 
authorities in factories where mechanical power is not 
used. As there are some classes of work for which there 
are special health regulations which would, in any case, 
be administered by factory inspectors, provision has been 
made under the Local Authorities Transfer of Enforce- 
ment Order, 1938, for the duty of enforcement (except 
as regards sanitary conveniences) to be transferred from 
the local authority to the factory inspectorate to avoid 
dual inspection and overlapping. 

The local authority is required to keep a register of 
all those factories in its district in which it is responsible 
for enforcing any of the health provisions of the Act. 
District inspectors of factories are being instructed to 
inform the local authority of any factories which may come 
to their notice and which appear to affect the jurisdiction 
of the local authority. Conversely the Act specifically 
makes it the duty of the medical officer of health and of 
any other officer of the local authority who is appointed 
for the purpose of inspection of factories to give written 
notice to the district inspector of any factory coming to 
their knowledge in which no abstract of the Act is affixed. 
The medical officer of health is also required to report 
specifically in his annual report to the local authority on 
the administration of Parts I and Vill—namely, Health 
(General Provisions) and Home Work, which are adminis- 
tered by the local authority. Section 8 (4) provides that 
in any part of Part I of the Act “for references to an 
inspector there shall, as respects any factory to which that 
provision is enforceable by the local authority, be sub- 
stituted references to the medical officer of health.” 

In future the provision of sanitary conveniences will 
be governed by Section 7 of the Factories Act and by 
the Regulations of the Secretary of State prescribing the 
number of conveniences. The general provision that every 
factory must be kept in a clean state and free from effluvia 
arising from any drain, sanitary Convenience, or nuisance 
is supplemented by provisions designed to secure higher 
standards of cleanliness—namely, that accumulations of 
dirt and refuse must be removed daily by a suitable method 
from the floors and benches of workrooms and from the 
Staircases and passages, and that the floor of every work- 
room must be cleaned at least once a week, or, if it is effec- 
tive and suitable, by sweeping or other method. The 
provisions as to, periodic cleaning, painting, whitewashing, 
or colour-washing of walls and tops of rooms, passages, 
and staircases are brought up to date and made more 
precise. They, however, do not apply to a factory where 
mechanical power is not used and less than ten persons 
are employed unless the district inspector of factories or 
the medical officer of health so requires; while certain 
exemptions from some of these provisions have been 
granted by the Factories (Cleanliness of Walls and Ceil- 
ings) Order, 1936. 

With regard to overcrowding, the cubic space allowed 
for each person is raised from 250 to 400 cubic feet, and 
no space more than fourteen feet from the floor is to 
be taken into account in making the calculation. In the 
case of a room used as a workroom at the time of the 
passing of the Act, however, the old figure of 250 cubic 
feet is allowed for a period of five years, though during 
this time some form of mechanical ventilation may be 
demanded. These provisions will not affect the Order of 
the Secretary of State of 1903 fixing modified standards 
of cubic space for bakehouses. 

Section 3 (1) requires effective provision for securing 
and maintaining in each workroom a reasonable tempera- 
ture, this meaning a temperature which is reasonable 


| 
gnore | 
taken 7 
mbat 
1 this | 
this 
e the 
f the 
ation | 
egre- 
even 
Jered. | 
d to 
1por- 
uber- | | 
of 
old ; 
case 
losis 
story | 
safe 
= 
most 
juca- | | 
e of 
the | | 
le is 
| 
vere | 
Ose, 
van- 
con- | 
read | 
ects 
the 
sis,” 
‘the 
arts 
inci- | 
the 
styn 
of | 
fied | 
ral 
iral 


262 Oct. 22, 1938 


PUBLIC HEALTH NOTES 


SUPPLEMENT THe 
British MEDICAL JOURNAL 


_ having regard to all the circumstances. In a workroom 

“in which a substantial proportion of the work is done 
sitting and does not involve serious physical effort” the 
minimum temperature after the first hour shall be 60° F. 
At least one thermometer must be provided and main- 
tained in a suitable position in each workroom; it is 
suggested that a central position in relation to the workers 
be chosen and the thermometer hung about five feet above 
the floor with the bulb freely exposed. 


The use of basement bakehouses other than those so 
used on July 30, 1937, and which had been certified as 
suitable by the local authority, is prohibited under Section 
54 of the Act. If a basement bakehouse is not used as 
a bakehouse for a period exceeding twelve months it must 
not be so used again. Further, every basement bakehouse 
in respect of which a certificate of suitability has been 
issued must be re-examined by the local authority in the 
year beginning July 1, 1938, and in every fifth succeeding 
year. The sections relating to home work substantially 
re-enact previous provisions, except that the lists to be sent 
to local authorities shall be sent during February and 
August instead of, as previously, on or before February 1 
and August 1. 


Open-air Schools 


In his report for 1937 as school medical officer 
for the borough of Ealing Dr. Thomas Orr points 
out that apart from those children suffering from 
orthopaedic defects who may be admitted for long periods 
of stay to orthopaedic hospitals at which educational 
facilities are available, and those children recovering from 
acute or chronic illnesses for whom a period of six or 
more weeks of convalescence is required, there is a much 
larger group of children for whom education is provided, 
and who, in his opinion, can best be dealt with in an 
open-air school. The objects of such a school, apart 
from educating the children, would be to improve the 
physique and nutrition of the physically defective or sub- 
normal by the beneficial action of sunshine, air, and well- 
chosen food ; and to lessen the feeling of restraint which 
crippled or debilitated children must, perhaps sub- 
consciously, experience, and which restricts their outlook 
upon life. The children for whom such provision would 
‘be particularly advantageous are the physically defec- 
tive, the debilitated, and those suffering from heart 
disease. 


Included in the group of physically defective children 
would be those suffering from such degrees of orthopaedic 
defect as would render them incapable of competing with 
their more healthy school-mates, their lesions resulting 
from infantile paralysis, from tuberculous disease of bones 
or joints, or from congenital defects. .The debilitated 
children would be those classed as “delicate,” whose 
debility may be due to poor home circumstances, to in- 
sufficient food, to inadequate care, or to constitutional 
weakness. This group would also include those who had 
become delicate as a result of an acute illness, and who 
would benefit by a stay in an open-air school after their 
short period of convalescent treatment. It would also 
include nervous children,- particularly those with a 
tendency to attacks of chorea, who would benefit from the 
kind of life associated with an open-air school. Such 
a school would be an advantage to those children suffering 
from congenital heart lesions and those who have sustained 
permanent damage to the heart as a result of an attack 
of rheumatism. 


The average length of stay of a pupil at an open-air 
school is six months, some children attending only two or 
three months, others having to spend most of their school 
life there. As a rough estimate of the cost of construct- 


ing a school for the 140 children in Ealing, for whom he 
thinks this provision should be made, Dr. Orr gives the 
figure of £10,000 and an annual maintenance cost of £25 
per child, to which must be added the cost of transport. 


_ friends in modern flats. 


— 


Central Heating in Schools 


Central heating is now installed in most of the schools 
in the borough of Bedford, and Dr. G. K. Bowes, the 
school medical officer, in his report for 1937, questions 
the wisdom of this practice. 


“One wonders sometimes whether central heating is really 
the last word in heating arrangements. It is true that in the 
past the choice was between schoolroems heated by open fires, 
which were often much too cold, and schoolrooms heated 
centrally; which could at least be maintained at a temperature 
reasonably comfortable for sedentary work. At the same time, 
modern physiology has demonstrated that for the highest 
degree of health some part of the external heat necessary should 
be provided by radiant heat—that is, a form of heat which 
passes direct from the source of heat to the object heated 
without heating the intervening medium and is best exemplified 
by the sun on a cool spring day—the sole source of heat should 
not be the heat of the surrounding air. Those who work con- 
stantly in centraliy heated schools do, in fact, sometimes com- 
plain of the devitalizing effect of the air; and this is perhaps 
even more apparent to those who only go into such schools 
intermittently. In the same way one also hears of the feeling 
of oppression produced by the heat on those who normally 
live in the ordinary type of unheated houses and visit their 
In fact, one result of living in a 
centrally heated atmosphere seems to be that on account of 
the depressing effect on metabolism an increasingly high tem- 
perature is desired. It is again by no means certain that many 
of the prevalent catarrhal conditions and so-called * colds’ 
are not due rather to tropical internal conditions, including the 
overheating of centrally heated atmospheres, than to too low 
a temperature. In view, however, of the convenience and 
saving of labour of central heating and the difficulty of suggest- 
ing any reasonably practical alternative, it is probable that an 
increasing number of persons must inevitably be subjected to 
this form of heating under present conditions of civilization.” 


CARE OF THE MENTALLY DEFECTIVE 


At the opening ceremony recently in connexion with the ex- 
tensions to St. Catherine's Institution for the Mentally Defec- 
tive, Doncaster, Mr. Robert Bernays, Parliamentary Secretary to 


the Ministry of Health, said that the institution—or colony, as it_ 


was now frequently called—was the centre of the mental 
deficiency service. It was happily the case that large numbers 
of the mentally defective given the training appropriate to 
their individual needs were capable of living happy and useful 
lives in the community. It must clearly be the chief aim 
of the mental deficiency service to see that this training was 
available, and it was in the colony or institution that it could 
best be provided. 

Recent years had seen a most satisfactory progress in the 
number of mentally defective persons out on licence from 
institutions and preparing to take their place as useful members 
of the community. In 1936 there were some 2,400; by the 
present year the number had risen to more than 3,000. 
Similarly with the number whom it had been possible to dis- 
charge altogether from the control of the Mental Deficiency 
Acts. The figure was small, but it was increasing year by year. 


There had been a steady growth in the accommodation pro- 
vided by local authorities; 1,400 new beds had been made 
available in 1937; and progress with schemes for new institu- 
tions was satisfactorily maintained. There was a clear con- 
nexion between this development and expansion and the 
increasing number of the mentally defective who were proving 
themselves able to live and work outside the walls of the 
institution. It was a proof that institutional training did over- 
come some, at least, of the worse handicaps attending mental 
defect, and was, in consequence, of direct value to the com- 
munity. If there was a disposition in some quarters to grudge 
the care and money so expended on the mentally sick, the 
answer to such criticism was that this expenditure was recover- 
ing for the community those duties and services which it 
had a right to expect from each of its members, however 
limited that member's capacity. 
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HOSPITAL POLICY OF THE B.M.A. 


The first meeting of the session of the Hospitals Committee . 


of the Association was held on October 12, when in the 
course of three hours an agenda of more than sixty items 
was completed. Dr. Peter Macdonald was unanimously 
re-elected to the chair. In accepting the office he men- 
tioned that he had now been chairman for six years, and 
had presented the hospitals report to the Annual Repre- 
sentative Meeting for seven. A certain continuity in the 
chairmanship was desirable ; nevertheless, he thought that 
soon the question of making a change in the chairmanship 
of the Committee should be considered. 


In furtherance of the liaison between committees of 
the Association, Dr. Peter Macdonald was appointed to 
represent the Committee on the Public Health and Special 
Practice Committees, Dr. F. A. Roper on the General 
Practice Committee, and Mr. A. M. A. Moore (who was 
welcomed as a new member) on the Insurance Acts 
Committee. 


Psychological Treatment of Private Out-patients at 
Mental Hospitals 


One important matter to which the Committee gave 
lengthy consideration was the proposal by the medical 
superintendent of a local authority mental hospital for the 
psychological treatment of private patients. With a view 
to enabling patients in the country to obtain psychological 
treatment from competent psychiatrists in the neighbour- 
hood, and to make easily available to the doctors in the 
area specialist advice for such cases, he stated that his 
committee had approved arrangements whereby the 
services of the visiting psychiatrists of the clinic would 
be forthcoming for private patients sent up for consulta- 
tion or treatment by their own doctors. The applications 
for a consultation or examination would be addressed to 
the individual psychiatrists personally, fees would be paid 
to those psychiatrists according to a scale set out, and 
patients might be accepted for treatment by members of 
the clinic staff by individual arrangement. 

The CHAIRMAN pointed out that this was a new depar- 
ture, and in certain respects it differed from the Hospital 
Policy as at present set out. It would have been entirely 
within the present Hospital Policy for the medical super- 
intendent to have set up out-patient clinics and conducted 
them with whole-time officers, but instead of that he was 
proposing to do it with part-time officers engaged otherwise 
in private practice. Certain representatives of mental 
hospitals whom the chairman had consulted welcomed the 
idea as advantageous to the hospital, the patient, the 
patient’s family doctor, and the psychiatrist himself, and 
were of opinion that it should be encouraged. 


A full discussion took place on this subject. The neces- 
sity for early treatment of mental disorder was fully recog- 
nized, and the view was expressed that in many parts of 
the country it was not far from the truth to say that 
mental disorder was treated only when it became advanced. 
No opportunity of providing the most adequate early 
treatment ought to be disregarded. At the same time 
certain members put forward the view that this psycho- 
logical work should be undertaken in connexion with 
general hospitals, not mental hospitals. As against this 
it was pointed out that the distinction between general and 
mental hospitals was to-day less sharp in the public mind, 
and there was not so much disinclination to attend a 
mental institution now that it was no longer called an 
asylum, as existed formerly. The view was also stated 
that this was a rather special example, dealing with 
psychological treatment, of a principle which was widely 
coming into existence—that of the treatment of private 
patients in clinics at hospitals—and that the subject should 
be considered as a whole. 

The Committee’s view was that the time had arrived 
when, apart from this particular question as related to 
psychiatry, a pronouncement on the general principle 


should be made. It was felt that the matter interested 
other bodies within the Association, in particular the 
Psychologists Group recently formed, the Special Practice 
Committee, and the Mental Health Committee, and it was 
decided to refer it to those bodies for their observations 
before dealing further with it. 


Other Private Consultations at Hospitals 


A cognate matter was reported by representatives of 
the Committee who, by request, had attended a meeting 
of the medical staff of an ear, nose, and throat hospital 
on the subject of a proposed clinic for private patients. 
The point of view put forward by the staff was to the 
effect that conditions had changed with the increasing 
complexity of investigation so much that it was no longer 
possible to examine the patient adequately in the con- 
sulting-room. By doing it at the hospital it was possible 
to offer the patient inclusive treatment by a group of 
specialists together with facilities in the shape of special 
instruments and methods of investigation quite beyond the 
possibility of the private consulting-rcom. 

The CHAIRMAN said that here again this would entail 
very careful consideration. It was agreed that a document 
on the whole subject should be prepared for consideration 
at the next meeting. 


Hospital Saving Association Contributory Scheme 


The Committee had before it the resolution of the 
last Annual Representative Meeting which expressed 
concern at the recent attempt to increase the income limits 
of the Hospital Saving Association Contributory Scheme. 
The establishment of a middle-class provident scheme for 
London under the auspices of King Edward's Fund was 
also considered in this connexion. There appeared to be 
little doubt that if.an approved scheme for London was 
suggested and had the backing of the King Edward's Fund, 
with the promise of financial assistance to start it off, 
it would find a ready acceptance. 

The CHAIRMAN thought that the Committee should 
refrain from giving approval to any proposal for increas- 
ing the income limits of a contributory scheme until some 
information was available as to what the King Edward's 
Fund Committee was doing with regard to its scheme, 
which was, prima facie, the better one. Authority was 
given to call a meeting of hospital staffs, if necessary, in 
view of this development. 


Recognition of Chiropodists 

In connexion with the resolution of the Annual Repre- 
sentative Meeting that a measure of recognition be 
accorded to chiropodists, a circular letter which the British 
Association of Chiropodists had forwarded to voluntary 
hospitals was reported to the Committee. The propesal 
of this body was that in conjunction with all voluntary 
hospitals a foot clinic should be established to be operated 
by qualified members of the association in an emirely 
honorary capacity, a facility, it was stated, which would 
give to the public, particularly the middle and the poorer 
classes, the opportunity of obtaining treatment by chiro- 
pody through the proper channel under the supervision of 
the hospital authorities. 


The view of the Committee was thai if hospitals made 
inquiries on this subject they should be advised that only 
such chiropodists should be employed as had received 
recognition by admission to the National Register of 
Medical Auxiliaries. \t was recommended that the British 
Medical Association should make no observations at 
present on the point brought forward in this letter. 


Pathological Work for Paying Patients in Hospitals 


Dr. D. Embleton, chairman of the Pathologists Group 
Committee of the Association, with Dr. S. C. Dyke, 
attended by invitation to lay before the Committee certain 
resolutions with regard to payment for pathological work 
for paying patients in voluntary hospitals, and the con- 
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ditions of service of pathologists at such hospitals. Dr. 
EMBLETON said that the view of the Group Committee 
was that fees for consultant work should go entirely to 
the pathologists themselves ; and that when work was done 
for private patients in the hospital laboratory a percentage 
of the sum paid should go to the hospital for the use of 
its equipment ; also that salaries should not vary in accord- 
ance with expected private work. 

Dr. S. C. Dyke said that in a number of instances 
advertisements had appeared for pathologists to be 
attached to voluntary hoSpitals in which the holder of 
the, post was required to return a proportion of his con- 
sulting fees to the hospital. This seemed to be inequitable, 
but, on the other hand, it had to be borne in mind that the 
hospital pathologist, in the majority of instances, would 
use the hospital laboratory for the purpose of such labora- 
tory investigations as arose in this private work, and it 
became necessary to make a distinction between the con- 
sulting fee pure and simple and the payment for the 
examination of specimens. It was the opinion of the 
Group that consulting fees, no matter what they might 
be, should be retained entirely by the pathological con- 
sultant, and that the pathologist, for the privilege of 
working in the hospital laboratory, should make an appro- 
priate payment to the hospital. 

The CHAIRMAN said that he thought these views would 
entirely accord with those of the Hospitals Committee. 
Here again some amplification of the Hospital Policy 
might be necessary. During the present session the Com- 
mittee would probably start a review of the Hospital 
Policy as a whole, and any comments the Pathologists 
Group Committee had to make would be considered 
sympathetically. 

Dr. Dyke said further that the Group Committee 
considered that the establishment of the compounded feé 
system of payment for pathological work in respect of 
paying patients in voluntary hospitals was the plan likely 
to ensure the best possible treatment for the patient ; but 
that in view of the diversity of conditions of service of 
pathological staffs and other arrangements in such 
hospitals the application of any general principle to all 
cases was at the present time impracticable. 


Hospital Sisters as Sister Anaesthetists 


A position which had arisen in the North of England 
was brought to the attention of the Committee. One large 
voluntary county hospital was proposing to institute sister 
anaesthetists, and had sent some of its nurses away to get 
special training for this purpose. Inquiries had been made 
regarding arrangements obtaining at another county 
hospital, where sisters had been acting for some years as 
anaesthetists, apparently satisfactorily. 

The resolution of the Representative Body in 1927 
bearing on this subject was quoted—namely, that only 
registered medical practitioners should administer anaes- 
thetics, except dentists for dental: purposes only—and 
several members of the committee expressed the view that 
the step of appointing sister anaesthetists was a retrograde 
one and attended by many dangers. Moreover, if hospital 
anaesthetic practice was taken away from the medical staff, 
where was the private practitioner going to find his experi- 
ence with anaesthetics? The Committee saw no reason 
to recommend any alteration of the resolution passed in 
1927. 


Other Business 


Among other matters which came before the Committee 
was a resolution from the Representative Body urging the 
Council to initiate negotiations with the various transport 
services with a view to getting travelling facilities for persons 
of limited means who were required to attend hospitals 
for special treatment for long periods. It was felt that 
this, however admirable, was not a work for the Associa- 
a ws and it was decided to recommend that no action be 
* taken. 


With regard to the request of the Representative Body 
to consider setting up an investigation into the standardiza- 
tion of stretchers and ambulance equipment, it was decided 
to approach the British Standards Institution on the 
subject. 

As usual, the Committee had before it various questions 
relating to the method of appointment and staffing at 
certain hospitals, and after consideration tendered advice 
in the particular circumstances concerned. 


Correspondence 


MIDWIVES’ EMERGENCIES : THE NEW MEDICAL 
PANELS 


Sin,—The letter from Dr. J. A. Pridham in the Supplement 
of October 15 (p. 250) will have been read with a good deal 
of sympathy, and is well worth the attention of both the 
profession and the Ministry of Health. Nevertheless, it is 
based, at least in part, on certain misapprehensions. As these 
seem to be somewhat prevalent it may be desirable to draw 
attention to, and to clarify, at least four points. 

First, the policy of Circular 1705 is not the British Medical 
Association’s policy. The B.M.A. policy, as endorsed by the 
Representative Body and set out in official documents, is to 
establish a National Maternity Service based upon the pro- 
vision of a doctor and a midwife or maternity nurse for each 
case, together with the availability of all such specialist, 
institutional, and auxiliary services as may be required in 
particular circumstances. The Department of Health for 
Scotland has practically accepted this; but the Ministry for 
England and Wales has unwisely preferred, at least for the 
present, to continue the policy of piecemeal and partial pro- 
vision based primarily on the service of the midwife. The 
Council of the B.M.A. has not ceased to press upon the 
Ministry its view that this is a profound mistake, and in so 
doing the Council is supported by the Trade Union Congress 
and by several independent voluntary organizations concerned 
with maternity. 

Secondly, the original suggestions of the Ministry were com- 
pletely unacceptable to the profession, and if persisted in 
would have led to a deadlock, and would probably have neces- 
sitated legal action either by the B.M.A. to restrain the pro- 
posed action of local authorities as ultra vires or by the 
General Medical Council on the ground that it contravened 
the Medical Acts. Both the Ministry and the Council of the 
Association, however, wished to eliminate as far as possible 
the imperfections of midwifery practice; and the Council 
ultimately acquiesced in the arrangement set out in Circular 
1705, by which local authorities (1) would set up lists of 
practitioners willing to be called in by midwives under pre- 
scribed conditions, provided that every registered medical 
practitioner had the right to have his name included in such 
list if he so desired, and (2) would establish a purely pro- 
fessional committee which would have appropriate functions 
in relation to the service of such practitioners. The Circular 
duly commends this arrangement on behalf of the Ministry 
and recommends local authorities to accept it. No doubt 
every legitimate pressure will be brought to bear by the 
Ministry on those authorities who hesitate to do this; but if 
there should be any authorities who attempt to set up schemes 
which depart from the spirit of the arrangement, it is to be 
hoped that the local profession will offer its strongest resistance. 

Thirdly, the function of this new professional committee is 
not disciplinary. It is an advisory committee designed to help 
in maintaining a high standard of professional service in 
relation to maternity. It is expected that it will promote 
personal contact and conference between the available obstetric 
specialists and those whose names are on the list with a view 
to perfecting and understanding the local arrangements, dis- 
cussing the difficulties and emergencies of obstetric practice, 
and dealing with the circumstances of particular cases in their 
professional aspects as they may from time to time arise. No 
doubt, in pursuance of these functions, it may happen that 
a practitioner will be advised, or perhaps even required, to 
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take a postgraduate course, and he will doubtiess do so to 
the advantage of himself and of the service. It is conceivable, 
too—but this must be an extremely rare occurrence—that a 
practitioner's conduct might be such as to lead to a recom- 
mendation that his name should be removed from the list. 
But it is a mistake to suppose that such action as this is the 
prime function of the committee or that it is conceived as 
one of its prominent purposes. 

Fourthly, in the event, however, of such cases arising, the 
question of an appeal to a more central tribunal from any 
proposed action on the part of a local authority has not been 
lost sight of. Such an appeal is reasonable in itself, and will 
doubtless be discussed and brought to a practical issue by 
those who are acting in this matter on behalf of the Associa- 
tion. 

It may well be the case, as Dr. Pridham believes, that these 
arrangements will prove unsatisfactory in so far that many 
practitioners most experienced in obstetrics will not place their 
names on the lists. The inducements are not, in many instances, 
sufficient, and objections remain. They will probably, however, 
in certain localities produce some improvement in the present 
service ; and, provided that local authorities carry out the 
arrangement in the proper spirit, it is hoped that there will 
be a sufficient response on the part of the profession pending 
the adoption by this or some other Government of the wider 
and fuller policy urged by the Association.—I am, etc., 

Hendon, October 15. Henry B. BRACKENBURY. 


A GENERAL MEDICAL SERVICE FOR THE NATION 


Sin,—Numerous letters have appeared in your columns since 
April 30 on various aspects of the reforms embodied in the 
B.M.A. scheme for a General Medical Service for the Nation. 
Surprisingly little, in view of its vital importance to every 
practising doctor, has been said as to how the proposals, 
especially those dealing with the extension of national health 
insurance benefits to the dependants of the present insured, 
are likely to affect the doctor himself—his hours of work and 
leisure, his efficiency, his pocket. Two veiled references only 
have I seen. Dr. Stephen Pasmore, in the Supplement of 
August 6, says: “ The relation of a doctor’s income from the 
dependants of his insured patients to the income he would 
receive if they were all on a capitation basis will have to be 
assessed. . . .”. No one appears to have yet made any such 
assessment. Similar remarks, no less indefinite, were made in 
a reported speech by Dr. C. E. S. Flemming (Supplement, 
August 27, p. 166). We are still left entirely in the dark as to 
the Ministry of Health's actual intentions regarding the 
terms of service in this extended national health insurance 
scheme should it be adopted. Obvious as are the benefits to 
the general public of the proposed scheme, the silence of the 
panel doctor on this matter need not be construed as consent 
to all its terms—particularly those as yet unstated. If in- 
articulate he is vaguely uneasy ; and while his real fears are 
concealed behind the cheerful optimism of such statements as 
“No more collector-bills” or “ A safe income,” there is little 
doubt that he will become vocal only when it is too late. 

Recently, pursuing this subject with the aid of the PEP 
report on medical services, | analysed carefully 1,000 con- 
secutive attendances upon patients in an average “ panel 
practice "—that is, a practice in which the ratio of insurable 
families to better-class families is similar to*that for the 
country as a whole. The proportions of attendances and 
visits in the national health insurance and private groups 
respectively were found to be remarkably parallel both to a 
similar series taken three months previously and to their 
relative proportions for the whole of the year 1937. The 
figures obtained, after deducting all attendances upon patients 
who were not from insured families, are as follows: 


Consultations at 
Visit to Homes Surgery Total 
Dependants (at present “private”) 200 ...... ease 310 


A glance at this simple table shows at once the interesting 
fact that, while the “ panel” patients’ visits make up one-third 
of the total, when it comes to their wives and families, pre- 
sumably no less subject to disease than the breadwinner, 


surgery attendances form one-third of a total only half as 
great. (Industrial accidents, by the way, account for less 
than 5 per cent. of the services rendered to the insured, so this 
factor can be ignored.) 

The significance of this difference is plain. A “ visit” may 
be taken roughly as an unavoidable service, whether in the 
private or in the panel group, representing dire sickness, as it 
were, and this item, be it noted, is actually a little higher in 
the dependants’ group, even in spite of the economic obstacle 
to calling in the doctor. “Attendance at surgery,” on the 
other hand, is a value which is a function of the former— 
a multiple in the panel group where the patient's whim controls 
frequency, a fraction in the private group where his pocket at 
present controls it. From the above series we can put the 
same observation mathematically: that “ Consultation/ Visit 
Ratio ” is 2.2 for panel patients and 0.55 for their dependants. 

Now let us consider what happens when the extension of 
national health insurance benefits to dependants occurs in the 
near future. We might even grant that visits to the newly insured 
dependants remain, as before, 200—a pious hope! Mrs. Jones 
need no longer send to the chemist to buy a bottle for 
Tommy's cough, her own backache, or even the baby’s 
measles, since the doctor is now compelled to attend gratis 
instead of for 3s. 6d. with an added penalty for a night call. 
The steps in the little calculation need not occupy space ; the 
end-result, without adding anything for the very probabie 
increase in the basic “visit” figure, is that 440 dependants 
attend the surgery in place of the original 110—all from 
exactly the same clientele as before. This means an actual 
increase in the total surgery attendance of 66 per cent., and 
of 40 per cent. at least on the day's (and night's) work. Any 
slight reduction of expenditure in the drugs account under the 
new arrangement is far more than offset by the considerably 
increased overhead and running expenses incurred and by the 
extra working hours involved. One cannot possibly doubt 
that, even with the most conscientious, the decrease in leisure 
will mean a corresponding decrease in efficiency, even though 
every doctor nowadays is well aware that modern medical 
diagnosis and treatment increasingly demand that he spend 
more time, not less, with each patient. So mechanization 
invades even our little realm. 

That, unfortunately, is only half the tale. What is the 
financial aspect of this change-over to “ panel” conditions for 
95 per cent. of the population of this country? In the past 
it has been a matter of very “convenient assumption by the 
Government in a rapidly “socializing” order, gradually 
engulfing all branches of medical practice, that for every 
section of the population there is always a section higher up 
ready to make up the deficit (actual or relative). Only by 
the stretching of this assumption to the very limit of the 
doctors’ tolerance has the existing national health insurance 
system been kept working so long, since it has never yet had 
to “stand on its own feet.” What doctor could possibly 
afford to treat ail his patients at a shilling a time—* time ” 
implying everything from a simple prescription to a minor 
operation or a night call? Under the proposed extension, 
if at the same basis of remuneration per head, the limit of 
accommodation will have been passed ; for the overwhelming 
majority of doctors there will be nothing substantial enough 
left to balance the losses. 

I ask no one to accept my figures without verification from 
his own experience. | take it that for most practices it will 
be accepted that the income at present obtained from the 
dependants of the insured is at least 1.3 times the income from 
national health insurance capitation fees. The figure is taken 
from actual cash receipts, not bills sent. Under the new 
B.M.A. scheme, to maintain this income would need a total 
“capitation” fee for each family at present insured through 
its head of about 21s. Dr. Dain, in the Supplement of Febru- 
ary 19, page 98, said that the insured population of England 
and Wales is at present 19 millions, and that an extension of 
the N.H.I. system would bring in a further 19 millions. If 
each of these, therefore, irrespective of whether man, woman, 
or child, is worth a capitation fee of 9s. (as at present), the 
net fee for a ‘gfamily ” service will even then be only 18s. In 
some districts, such as parts of Lancashire and the West 
Riding, where it is customary for the wife to be already an 
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insured person, the extension of national health insurance to 
the remaining members of the family will produce an even 
more meagre total. Consequently, to keep the income of 
existing practices merely intact will, in my opinion, require 
a capitation fee of 10s. 6d. per person; and, further, to 
recompense the doctor even nominally for the extra work he 
will most certainly be called upon to do under an extended 
panel system no aggregate payment of less than 28s. per 
family will suffice. I should welcome any correspondent 
pointing out a basic flaw in my reasoning. I maintain that 
no less than the financial solvency of thousands of general 
practitioners is involved in this new scheme. 

If the B.M.A. as representing the greater part of this body 
is not prepared to protect, in one of its minor roles as “ the 
greatest of trade unions ™ (sic), the livelihood of its members, 
then who else will do so? The goose that lays the golden 
eggs is about to be killed. Should the synthetic egg which is 
offered in return prove to be of baser brass, the foundations 
of many a young man’s career, after years of intensive 
training, will be placed in jeopardy. The “goodwill” of 
practices will be discounted, spelling ruin for many older men. 
There is only one remedy. In your own words, Sir, if this 
scheme is to be carried through “the Government should 
guarantee such remuneration as will encourage, and suitably 
reward, good work and great responsibility.” That, I believe, 
is the only possible level for the conceiving of great and far- 
reaching reforms. 

If you are so good as to publish this letter I must apologize 
for its length; to have curtailed any part would have been 
to sacrifice clarity to brevity —I am, etc., 


Huddersfield, Oct. 12. W. E. THOMPSON. 


POSTGRADUATE NEWS 


The Fellowship of Medicine announces the following 
courses: medicine, surgery, and gynaecology at Royal 
Waterloo Hospital, November 7 to 19; proctology at St. 
Mark’s Hospital, November 7 to 12; dermatology at St. 
John’s Hospital, throughout November (open to  non- 
members), and at Blackfriars Skin Hospital, December 5 to 
17; thoracic surgery at Brompton Hospital, December 5 to 
10: children’s diseases at Infants Hospital, November 5 and 
6: rheumatism and hydrotherapy at Royal National Hos- 
pital for Rheumatic Diseases, Bath, November 12 and 13 
(open to non-members); chest diseases at Brompton Hos- 
pital, November 26 and 27. A _ special demonstration on 
tomography will be given at the British Legion Headquarters, 
26, Eccleston Square, S.W., on October 28, at 8 p.m. The 
demonstrator will be Dr. J. B. McDougall, medical director 
of Preston Hall. The following M.R.C.P. courses will be 
held in preparation for the January examination: clinical 
and pathological at National Temperance Hospital, Tuesdays 
and Thursdays, 8 p.m., November 15 to December | ; chest 
diseases at Brompton Hospital, twice weekly, 5.15. p.m., 
November 23 to December 16; heart and lung diseases, 
Wednesdays and Fridays, 6 p.m., November 25 to December 
16; neurology at West End Hospital for Nervous Diseases, 
December 5 to 17. Unless otherwise stated courses are open 
only to members and associates of the Fellowship of Medi- 
cine, 1, Wimpole Street, W.1. 

Sir Walter Langdon-Brown delivered the opening address 
at the new session at the Hampstead General and North-West 
London Hospital on October 19. He spoke on the changing 
conceptions of disease. Postgraduate lectures will be delivered 
on Wednesdays at 4 p.m. from October 26 to December 21 
inclusive. Details will be published in the postgraduate diary 
column of the Supplement week by week. 

A series of postgraduate lectures began at the Victoria 
Hospital, Blackpool, on October 13, and will be continued on 
Thursdays at 4.45 p.m. until December 15. All medical 
practitioners are invited to attend. Details of the lectures 
will be published in the postgraduate diary column of the 
Supplement week by week. 

A series of postgraduate clinics in the form of lecture- 
demonstrations, arranged by the clinical medical studies com- 
mittee of the University of Sheffield, began at Sheffield Royal 
Infirmary and Sheffield Royal Hospital on October 7. . Details 
of the remaining lecture-demonstrations, to be held at these 
institutions on Fridays at 3 p.m., will be givgn in the post- 
graduate diary column of the Supplement week by week, as 
will particulars of those at the Jessop Hospital for Women. 


Full information can be obtained from the secretary of the 
committee, the University, Sheffield, 10. 


A special course of practical lecture-demonstrations on the 
rheumatic diseases, open to all members of the medical pro- 
fession, will be held at the St. John Clinic and Institute of 
Physical Medicine, Ranelagh Road, S.W., on Fridays at 4.30 
p.m. from October 28, 1938, to March 31, 1939 (except Decem- 
ber 23 and 30 and January 6). 


Postgraduate courses are to be held, under the auspices 
of the Joint Tuberculosis Council, at Heatherwood Hospital, 
from November 7 to 12, and at Brompton Hospital from 
November 14 to 19. Further details may be obtained from 
the medical superintendent at Heatherwood Hospital, Ascot, 
or from the dean, Brompton Hospital, London, or from Dr. 
F. R. G. Heaf, honorary acting secretary, Postgraduate 
Courses, County Hall, Westminster, S.E.1. 


WEEKLY POSTGRADUATE DIARY 


British PostGRapuATE Mepicat Ducane Road, W.— 
Daily, 10 a.m. to 4 p.m., Medical Clinics, Surgical Clinics and 
Operations, Obstetrical and Gynaecological Clinics and Opera- 
tions. Tues., 4.30 p.m., Dr. C. W. Buckley, Arthritis. Wed., 
12 noon, Clinical and Pathological Conference (Medical); 3 p.m., 
Clinical and Pathological Conference (Surgical); 4.30 p.m., Dr. 
F. G. Young, Carbohydrate Metabolism. Thurs., 2.15 p.m., Dr. 
Duncan White, Radiological Conference. Fri., 2 p.m., Clinical 
and Pathological Conference (Obstetrics and Gynaecology); 

2.30 p.m., Mr. G. C. Knight, Surgery of the ——— 
System : 3.30 p.m., Dr. H. C. Moloy, Variations in the Female 
Pelvis and their Obstetric Significance. 


FELLOWSHIP OF MEDICINE AND POSTGRADUATE MEbDICcAL Assocta- 
TION, 1, Wimpole Street, W.—Brompton Hospital, S.W:: All- 
day Course in Chest Diseases. Sr. Peter's Hospital, Henrietta 
Street, W.C.: ie | Course in Urology (open only to men). 
St. John's Hospital, § Lisle Street, W.C.: Afternoon Course in 
Dermatology. Sr. John Clinic and Institute of Physical Medicine, 
Ranelagh Road, $.W.: Sat. and Sun., Course in Physical Medicine. 


CenTRAL LONDON THROAT, Nose aND Ear Hospirat, Gray's Inn 
Road, W.C.—Daily, Clinical Course. 


HampsteaD GENERAL AND NortH-West LONDON HospiraL.—Wed., 
= Mr. A. J. Gardham, Difficult Diagnosis of Tumours of 
the Breast. 


HospiraL FoR Sick CHILDREN, Great Ormond Street, W.C.— 
Thurs., 2 p.m., Dr. Wilfrid Sheldon, Disturbances of Lipoid 
Metabolism in Children; 3 p.m., Mr. James Crooks, Intracranial 
Complications of Ear Disease. Out-patient Clinics, mornings, 
10 a.m. to 12 noon. Ward Visits, afternoons, 2 p.m. to 3.30 p.m. 


Lonpon ScHoot OF Dermato.ocy, 5, Lisle Street, W.C.—Tuves., 
5 p.m., Dr. G. Duckworth, Virus Diseases of the Skin. Thurs., 
5 p.m., Dr. W. J. O'Donovan, Dermatological Neuroses. 


Maipa Vacte Hospitat FoR Nervous Diseases, Maida Vale, W.— 
Thurs., 3 p.m., Demonstration by Dr. D. McAlpine. 


Narionat Hosprrat, Queen Square, W.C.—Daily, 2 p.m., Out- 
patient Clinics. Mon., 3.30 p.m., Dr. M. Critchley, Aphasia. 
Tues., 3.30 p.m., Dr. J. Purdon Martin, The Cranial Nerves. 
Wed., 3.30 p.m., Dr. F. M. R. Walshe, Clinical Demonstration. 
Thurs., 3.30 p.m., Dr. Gordon Holmes, The Visual System. 
Fri., 3.30 p.m., Dr. Bernard Hart, The Psychoneuroses. 


Sr. Joun Cuinic, Ranelagh Road, S.W.—Fri., 4.30 p.m. Prof. F. R. 
Fraser, General Survey of the Rheumatic Problem. 


Tavistock Cuinic, Malet Place, W.C.—Mon., 3.15 p.m., Dr. Violet 
de Laszlo, The Approach to Analytical Psychology; 4.30 p.m., 
Dr. E. B. Strauss, Psychological Mechanisms; 5.45 p.m., Dr. 
W. I. Doherty, A Case of Homosexuality. Tues., 6 p.m., Dr. 
J. A. Hadfield, Psychoneuroses and their Origin. Thurs., 
3.15 p.m., Dr. de Laszlo, The Approach of Analytical Psychology ; 
4.30 p.m., Dr. Hadfield, Abnormal Character Traits; 5.45 p.m., 
Dr. G. R. Hargreaves, A Case of Frigidity. 

University CoLieGe, Gower Street, W.C.—Mon., 5 p.m., Dr. 
Phyllis M. Tookey Kerridge, The a of Hearing and 
Speech. Tues. and Thurs., 5 p.m., J. Lythgoe, The 
Physiology of Vision. 

Biackpoo.: Vicroria Hospirar.—Thurs., 4.45 p.m., Dr. R. 
Horsfall, Albuminuria: Its Significance and Investigation. 

EpiInsurGH PostGrapuaTe Lecrures.—At Edinburgh Royal Infir- 
mary, Thurs., 5 p.m., Dr. W. Ritchie Russell, Neurology: Some 
Modern Problems. 

Leeps PostGRaDUATE DEMONSTRATIONS.—At Leeds General Infir- 
mary, Tues., 3.30 p.m., Dr. W. MacAdam, Some Abdominal 
Conditions of Special Interest. 

Pustic DisPpENSARY AND Hospitat.—Wed., 4 p.m., Dr. 

. G. Garland, Demonstration of Neurological Cases. 

Royat INFIRMARY.—Fri., 4.15  p.m., Dr. Crighton 
Bramwell, Cardiac Cases. 

SHEFFIELD UNiversity.—Postgraduate Clinics. Fri., 3 p.m., at 
Royal Infirmary, Mr. T. B. Mouat, Surgery; at Royal Hospital, 
Mr. H. B. Yates, Surgery. 
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DIARY OF SOCIETIES AND LECTURES 


RoyaL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
W.C.—Museum Demonstrations. Mon., 5 p.m., Mr. L. W 
Proger, New Pathological Specimens in the Museum. Fri., 
2 p.m., Dr. A. J. E. Cave, Anatomy of the Female Reproductive 

rgans. — 
Society OF MEDICINE 

Section of Odontology—Mon., 8 p.m. Presidential Address by Mr. 
A. H. Parrott: Jaw and Facial Injuries in War Time. Short 
Communication by Dr. P. Pincus: Enamel Protein. 

Sections of Medicine, and Therapeutics and Pharmacology.—Tues., 
8.30 p.m. Special Discussion: Benzedrine—Uses and Abuses. 
Openers, Dr. E. Guttman and Dr. Ivor Davies (Medicine); Dr. 
J. W. Trevan (Therapeutics). egies 

Section of Comparative Medicine -—Wed., 5 p.m. Presidential 
Address by Prof. T. Dalling: A Review of Some of the Recent 
to Disease Problems concerning Domesticated 

nimals. 

Section of Urology.—Thurs., 8.30 p.m. Presidential Address by 
Mr. H. P. Winsbury-White: Some Interesting Features concern- 
ing 455 Personal Cases of Urinary Calculus. 

Section of Disease in Children.—Fri., 5 p.m. (Cases at 4.15 2=) 
Cases by Dr. Bonham Carter (for Dr. Dr. R. S. 
~~ Dr. R. H. Dobbs, Dr. S. Falla. Other cases will be 
shown. 


British PsycHoLocicaL Soctery: Mepicat Secrion.—At B.M.A. 
House, Tavistock Square, W.C., Wed., 8.30 pm. Dr. D. W. 
Winnicott: Appetite in Psychological Disorder. 

Cuapwick Trust.—At Royal ag Institute, Buckingham Palace 
Road, S.W. = Thurs., 5.30 p.m. r. Norman Macfadyen: The 
Evils of the Congestion of Population and the Way Out. 

Mepicat Society OF Lonpon, 11, Chandos Street, W.—Mon., 
8.30 p.m., Discussion, Sulphanilamide: Its Use and its Misuse. 
To be introduced by Sir William Willcox, Professor Alexander 
Fleming, Mr. Eardley Holland, and Dr. G. L. M. McElligott. 

Mepico-LeGcat_ Society.—At 26, Portland Place, W., Thurs., 8.30 
p.m. Sir Bernard Spilsbury: Medico-Legai Significance of 
Wounds. 

Sr. Joun’s .Hospitat Society, 5, Lisle Street, 
W.C.—Wed., 4.30 p.m., Clinical Cases. 


v Naval, Military, and Air Force 
Appointments 


ROYAL NAVAL MEDICAL SERVICE 


Surgeon Commander E. L. Markham, O.B.E., has retired at his 
own request with the rank of Surgeon Captain. 

Surgeon Lieutenant Commanders E. E. Malone and T. B. Lynagh 
to be Surgeon Commanders. 

Surgeon Lieutenant Commanders J. L. Malone to the Pembroke, 
for ‘Royal Naval Barracks; L, J. Corbett to the Victory, for the 
Physical and Recreational Training School; F. W. Chippindale to 
the Drake, for Royal Naval Barracks; F. Dolan to the President, 
for course. 

Surgeon Lieutenants L. S. Anderson to the Hawkins; W. A. S. 
Grant to the Drake, for Royal Naval Hospital, Swe woah F. H. 
Lamb to the Victory, for Royal Naval Barracks (October 14) and 
to the Curacoa (October 29); B. S. Lewis to the Victory, for 
Royal Naval Hospital, Haslar (October 10) and to the President, 
for course (November 1); J. D. B. Perkins to the Pembroke, for 
Royal Naval Barracks (October 14), and to the Liverpool (undated) ; 
E. W. Bingham to the Drake, for Royal Naval Hospital, Plymouth ; 
J. M. McNamara and C. G. Hunter to the Victory, for Royal Naval 
Barracks; J. Jordan to the Ganges; G. J. Kearney to the St. Angelo; 
J. H. Armstrong to the Drake, for Royal Naval Barracks; R. M. 
Kirkwood to the Pembroke, for Royal Naval Barracks. 


NEW ZEALAND ELECTIONS AND HEALTH 
INSURANCE 


The results of the recent general election in New Zealand are © 


of particular importance. The Labour Government, which 
has been successful with a net loss of only one seat, intro- 
duced earlier this year a Social Security Bill, which contained 
that Government’s proposals for superannuation allowances 
and pensions and for health insurance for the whole popula- 
tion of the Dominion. (These health insurance proposals and 
the position of the medical profession in New Zealand in 
relation thereto were discussed in a leading article in the 
Journal of August 27, p. 456.) The Times correspondent, 
writing from Wellington on October 16, stated that the result 
of the election “is attributable partly to the personal popu- 
larity of the Prime Minister, Mr. Savage, to the general 
prosperity which was enhanced by the Government's free 
spending from buoyant revenues by loans and credit, and to 
the appeal of liberal pensions and free medical and other 
benefits in the Social Security Act.” 


British Medical Association 


OFFICES, BRITISH MEDICAL ASSOCIATION HOUSE, 
TAVISTOCK SQUARE, LONDON, W.C.1. 


Addresses, etc. 


Secretary (Telegrams: Medisecra Westcent, London). 
= MepicaL JourNAL (Telegrams: Aitiology Westcent, 
ondon). 

SUBSCRIPTIONS, ADVERTISEMENTS, etc. Telegrams: Medisecra 

Westcent, London). 
T. elephone numbers of British Medical Association and British 

Medical Journal, Euston 2111 (internal exchange, five lines). 

ScoTTisH SecrRETARY: 7, Drumsheugh Gardens, Edinburgh. (Tele- 
grams: Associate, Edinburgh. Tel.: 24631 Edinburgh.) 

Cumann Doctuiri na h-Fireann (I.M.A. and B.M.A.): 18, Kildare 
(Telegrams: Bacillus, Dublin. Tel.: 62550 


Diary of Central Meetings 
OcToBER 
Journal Board, 10.30 a.m. 
Spa Practitioners Group, 11.30 a.m. 
Public Health Committee, 2 p.m. 
Physical Medicine Group, 2.15 p.m. 
Journal of Neurology and Psyghiatry Editorial Com- 
mittee, 5 p.m. 2 
Whole-time Non-prefessorial Medical Teachers, 
Laboratory and Research Workers Group Com- 
mittee, 3 p.m. 
25 Tues. Mental Health Committee, 2.15 p.m. 
Naval and Military Committee, a0 p.m. 
26 Wed. Finance Committee, 2 p.m. 
Protection of Practices Committee, 2 p.m. 
27 Thurs. National Formulary Subcommittee, 11.30 a.m. 
Dominions Committee, 2.15 p.m. 
Pathologists Group Committee, 3 p.m. 


Fri. 


28 Fri. Arrangements Committee, 11.15 a.m. 
Library Subcommittee, 2.30 p.m. 
NOVEMBER 
4 Fri. Foods and Drugs (Advertisements) Subcommitiec, 


11 a.m, 
Ophthalmic Group Committee, 2 p.m. 
3 Thurs. Remuneration Subcommittee, 11.30 a.m. 
9. Wed. Council, 10 a.m. 
11 ‘Fri. Science Committee, 2 p.m. 


Branch and Division Meetings to be Held 


Berks, Bucks, AND Oxrorp Branch: Oxrorp Division.—At 
Nuffield Institute, Oxford, Wednesday, October 26, 8.30 p.m. 
Symposium: “ Staphylococcal Diseases.” Speakers, Dr. W. H. 
McMenemy, Dr. Alice Carleton, and Dr. C. T. Cheatle. 

Dorset AND West Hants BraNcH: BOURNEMOUTH Division.—At 
Boscombe Hospital, Bournemouth, Wednesday, October 26, 8.15 
p.m. Mr. P. B. Ascroft: “ Recent Advances in the Relief of Pain.” 
To receive report of representative at Annual Representative 
Meeting, Plymouth, etc. 

Kent BrancH: East Kenr Division.—At Queen's Highcliffe 
Hotel, Cliftonville, Thursday, October 27, 8.45 p.m. Dr. C. B. 
Heald: “* Backache.” Preceded by dinner at 7.45 p.m. 

Kent BrancH: Matpstone Division.—At Star Hotel, Maidstone, 
Thursday, October 27, 8.45 p.m. B.M.A. Lecture by Dr. William 
Evans: “ The Medicinal Treatment of Some Common Cardio- 
vascular Disorders. Preceded by dinner at 7.45 p.m. 

METROPOLITAN COUNTIES BRANCH: GREENWICH AND DEPTFORD 
Division.—At St. Alfege’s Hospital, S.E., Tuesday, October 25, 
9 p.m. Clinical evening. 

METROPOLITAN COUNTIES Branch: Harrow Division.—At 
Wembley Hospital, Tuesday, October 25, 8.30 p.m. Clinical 
meeting. 

METROPOLITAN COUNTIES BRaNcH: LewisHAM Division.—At St. 
John’s Hospital, Lewisham, S.E., Friday, October 21, 8.45 p.m. 
Mr. Alistair Gunn: “A Simple System of Ante-natal Care.” 
~ Receive report of representative at Annual Representative Mecting, 
Plymouth, and consideration of B.M.A. scheme for protection of 
practices of absentee practitioners on whole-time war service, etc. 

Norro_k BraNcH: Norwicu Division.—At Norfolk and Norwich 
Hospital, Tuesday, October 25, 3.30 p.m. Surgical demonstration. 

SHROPSHIRE AND Mip-Wates BrancH.—Tuesday, October 25. 
Annual Dinner. Reception by the President at 7 p.m. 

SOUTHERN BRANCH: ALDERSHOT AND BasINGSTOKE Division.—At 
Municipal Buildings, Aldershot, Tuesday, October 25, 8.30 p.m. 
Annual General Meeting. Election of officers; consideration of 
the formation of a local emergency committee for the protection 
of practices of absentee general practitioners and for war 
emergencies, etc. 

SOUTHERN BRANCH: PortrsMOUTH Division.—At Portsmouth 
Cathedral, Sunday, October 23, 3 p.m. St. Luke’s Day Service. 
At Kimbell’s Café, Osborne Road, Southsea, Thursday, October 27, 
8.30 p.m. Dinner and dance. 


30 
es 
m 
yt, 
te 
nd 
j 
d., 
“sy Section of Epidemiology and State Medicine.—Fri., 8.15 p.m. Presi- | 
~~ dential Address by Dr. J. A. H. Brincker: Convalescent Hospitals 
“al of the Future: Their Type, Function, and Use. : 
tic 
ale 
tla 
n). 
in 
ne, 
ne. 
inn 
oid 
lial j 
Zs, 
q 
4 
rs., 
_ 
sia. 
ves. a 
on. 4 
em. 
R. 
if 
m., 
Dr. 
Dr. a 
Dr. 
The 
nfir- 
ome 
nfir- 
inal 


— 


268 Oct. 22, 1938 ~ 


VACANCIES 


SUPPLEMENT to THE 
British MEDICAL JOURNAL 


SOUTH-WESTERN BRANCH: TorQuay  Division.—At Torbay 
Hospital, Torquay, Friday, October 28, 8.30 p.m. A class of 
instruction in air raid precautions. 

Sussex BrancH: West Sussex Division.—At Burlington Hotel, 
Worthing, Thursday, October 27. Mr. H. J. Seddon: “ Anterior 
Poliomyelitis.” To be preceded by supper at 7.30 p.m. 

WorCESTERSHIRE AND HEREFORDSHIRE BraNncH.—At Herefordshire 
General Hospital, Thursday, October 27, 3.15 p.m. Air raid 
precautions lecture and demonstration with gas van. 

YorkKSHIRE BRANCH: HarroGate Division.—At Royal Bath 
Hospital, Harrogate, Tuesday, October 25, 8.30 p.m. To receive 
an interim report of the local emergency committee on the measures 
suggested to be taken for the protection of the practices of 
absentee practitioners in war service. 

YorKSHIRE BRaNcH: SHEFFIELD Division.—At Sheffield Cathe- 
dral, Sunday, October 23, 3 p.m. Annual service for the medical 
and nursing professions. At Church House, St. James Street, 
Sheffield, Friday, October 28, 8.30 p.m. Report of representa- 
tives at Annual Representative Meeting, Plymouth. 


VACANCIES 


All advertisements should be addressed to the 
Advertisement Manager and NOT to the Editor 


RESIDENT POSTS 


ABERDEEN Roya INFIRMARY.—Medical Registrar. Salary £200 p.a. 

BiamMitnGHaM Ciry.—M.O. (female) for Canwell Hall Babies’ 
Hospital. Salary £250 p.a. 

BuackpooL: Vicroria Hospirat.—H.S. (male) for Surgical Unit 
No. |. Salary £175 p.a. 

CARMARTHEN: County INFIRMARY.—H.S. Salary £150 p.a. 

CentrRaL LONDON THROAT, NOSE AND Ear Hospitat, Gray's Inn 
Road, W.C.—Third H.S. (male). Salary £75 p.a. 

Coicuester: Essex County HospitaL.—H.P. (male). Salary £150 


p.a. 

Dersy County BorouGH.—A.M.O. (male) for Derby City Hospital. 
Salary £200 p.a. 

Ecctes AND Parricrorr HospiraL, near Manchester.—Senior H.S. 
Salary £175 p.a. | 

EpinsurGH Ciry aNnp Royat BurGH.—J.A.M.O. for Bangour 
Mental Hospital, Broxburn, West Lothian. Salary £300-£10- 
£350 p.a. 

Essex Counry Councit.—J.A.M.O. for Black Notley Sanatorium, 
near Braintree. Salary £250 p.a. 

Guttprorp: Royat Surrey County HospitaL.—H.P. and C.O. 
(male). Salary £150 p.a. 

Hospital FoR SicK CHILDREN, Great Ormond Street, W.C.—Aural 
Registrar (male, unmarried). Salary £150 p.a. 

LANCASHIRE County Councit.—(1) M.O. (unmarried) for Whiston 
County Hospital, near Prescot. Salary £400 p.a. (2) Obstetrical 
Officer for Lake Hospital, Ashton-under-Lyne, near Manchester. 
Salary £350-£25-£400 p.a. 

Criry.—Senior A.M.O. (unmarried) for Alder Hey 
ee Hospital, West Derby, Liverpool. Salary £350-£25- 
£450 p.a. 

Lonpon County Councit.—(1) A.M.O.s (Grade I) for (a) Padding- 
ton Hospital, Harrow Road, W., and (5) Hackney Hospital, 
Homerton High Street, E. Unmarried. Salaries £350-£25-£425 
p.a. each. (2) A.M.O. (Grade II) for Queen Mary’s Hospital 
for Children, Carshalton, Surrey. Salary £250 p.a. 

Lonpon Lock Hospirat, 283, Harrow Road, W.—M.O. (male) to 
all departments. Salary £175 p.a. 

MANCHESTER Crity.—Three A.M.O.s for Withington Hospital. 
Salaries £200 p.a. each. 

MANCHESTER: DucHEess OF YORK HospitaL FOR Basies.—Senior 
M.O. Salary £125 p.a. 

AND District GENERAL HospiraL.—M.O. (male). Salary 

50 p.a. 

Merropo.itraN Hospirat, Kingsland Road, E.—C.O. and Anaes- 
thetist (male). Salary £100 p.a. 

MircHaM: Witson HospitaL.—M.O. Salary £150 p.a. 

NEWCASTLE-ON-TYNE: THROAT, NOSE AND Ear Socverss:~008. 
Salary £150 p.a. 

Norwich: Norrotk aNp NorwicH Hospirar.—C.O. (male, un- 
married). Salary £120 p.a. 

NorrinGHAM GENERAL Dispensary.—M.O. (female, unmarried). 
Salary £300-£25-£350 p.a. 

NorrinGHaM: GENERAL HospitaL.—H.S. for Ear, Nose, and Throat 
Department. Salary £150 p.a. 

RADIUM INSTITUTE AND MOUNT VERNON Hospirtat, 1, Riding House 
am: W.—H.S. for Mount Vernon Hospital, Northwood. Salary 
£150 p.a. 

SAMARITAN Free HOSPITAL FOR WOMEN, Marylebone Road, N.W.— 
H.S. Salary £100 p.a. 

SOUTHAMPTON: Free Eye Hospitat.—H.S. Salary £150 p.a. 

SraFFORD: STAFFORDSHIRE GENERAL INFIRMARY.—H.P. Salary £150 


p.a. 
Swansea: Cern Coep Hospitat.—Deputy Medical Superintendent 
(male). yg £525-£25-£575 p.a. 
TIVERTON AND District HospitaL.—H.S.. Salary £120 p.a. 


TUNBRIDGE WELLS: KENT AND Sussex HospitaL.—Surgical Officer. . 
Salary £250 p.a. : 
West Ham County BorouGu.—J.A.M.O. (male) for Plaistow Fever 

Hospital. Salary £300 p.a. 


NON-RESIDENT POSTS 


ALTRINCHAM GENERAL HospiiaL.—-Hon. S. 

BIRMINGHAM AND Mipianp Skin Hosptrat.—Afternoon Clinical 
Assistants for Out-patient Department. Honorarium 10s. 6d. per 
attendance. 

Bristo. Royat INFIRMARY.—Hon. Assistant Anaesthetist. 

East Ham Memoria Hospirat, Shrewsbury Road, E.—Anaes- 
thetist. Honorarium £1 Is. per session. 

EvizaperH Garrerr ANDERSON Hospitat, Euston Road, N.W.— 
Clinical Assistant (female) for Ophthalmic Department, Out- 
patients. Honorarium £50 p.a. 

Lonpon County Councit.—lIwo Assistant Pathologists for Group 
Laboratories in the Council's Pathological Service. Salaries £650- 
£25-£800 p.a. each. 

Mancuester Ciry.—Part-time Consultant S. for Crumpsall Hospital. 
Salary £300 p.a. 

PLYMOUTH: PRINCE OF Wa es’s HospttaL.—Hon. S. 

QueeN Mary’s HospitaL FoR THE East Enp, E.—Hon. Assistant 
P. to the Department of Psychological Medicine. 

Royat Free Hospirat, Gray’s Inn Road, W.C.—(1) Assistant P, 
(2) Hon Assistant Radiologist. 

Royat NortrHern Hospirat, Holloway, N.—Hon. Biologist. 

TOTTENHAM BorOUGH WELFARE AUTHORITY.—Visiting Anaesthetist. 
Remuneration £2 12s. 6d. per two hours’ session. 

WestMINSTER HospiraL, Broad Sanctuary, $.W.-—Clinical Assistant 
one Refractionist to the Ophthahmic Department. Honorarium 
50 p.a. 

UNCLASSIFIED 


ABERDEEN: IMPERIAL BUREAU OF ANIMAL NUTRITION, ROWEIT 
ResearcH Insrirute.—Deputy Director. Salary £400-£800 p.a. 
Coventry Ciry.—Whole-time A.M.O. (female). Salary £500-£25- 

£700 p.a. 

Devon Country Councit.—Psychiatrist to the County Mental 
Deficiency and Education Committee. Salary £750-£937 10s. p.a. 

Dewssury Country BorouGH.—Deputy M.O.H. and Deputy School 
M.O. Salary £600-£25-£700 p.a. 

Hessurn Urpan Drstricr Councit.—Whole-time M.O.H. and 
School M.O. Salary £800 p.a. 

Hospital FOR CONSUMPTION AND DISEASES OF THE CHEST, Bromp- 
ton, S.W.—Two Physicians. 

Hutt Corporation HeattH Assistant M.O.H. 
(male) for Port Health Work. Salary £600-£25-t700 p.a. (2) 
Part-time Consultant Obstetrician and Gynaecologist. Salary 
£700 p.a. 

Kinc’s Hospirat, $.E.—Assistant Ophthalmic S. 

LincoLtn County: Parts oF Linpsey.—Senior Assistant and Deputy 
County and School M.O. Salary £720 p.a. 

London CorporaTion.—Public Vaccinator for City of London. 

Lonpon Hospirat, E.—Surgical First Assistant and Registrar. 
Salary £300 p.a 

Mipptesex County Councit.—({1) Whole-time Assistant M.O.H. 
Salary £800-£50-£1,000 p.a. (2) Dental Anaesthetists. Fees 
£1 Ils. 6d. per session. 

Preston County BorouGH.—Assistant School M.O. (male). Salary 
£500-£25-£700 p.a. 

Princess Loutse KENSINGTON HospttaL FOR CHILDREN, St. Quintin 
Avenue, North Kensington, W.—Physician-in-Charge of Child 
Guidance Clinic. 

Royat NorrHern Hospitat, Holloway, N.—(1) Physician for 
Diseases of the Skin (Second). (2) Clinical Assistant for Ear, 
Nose, and Throat Department. 

STAFFORDSHIRE County CounciL.—Assistant County M.O.H. (male). 
Salary £500-£25-£700 p.a. 

—— County BorouGH.—A.M.O. (female). Salary £500-£25- 

p.a. 

West RipING OF YORKSHIRE County CounciL.—Assistant Tuber- 
culosis Officer. Salary £500-£25-£700 p.a. 

Wittespen Generat Hospitat, Harlesden Road, N.W.—Assistant 
Surgical Officer. Honorarium £50 p.a. 

WortTHiInG HospiraLt.—Surgeon. 


To ensure notice in this column advertisements must be received 
not later than the first post on Tuesday mornings. 


Notifications of offices vacant in universities, medical colleges, and 
of vacant resident and other appointments at hospitals, will 
found at pages 49, 50, 51, 52, 53, 54, 55, 58, 59, and 60 of 
our advertisement columns, and advertisements as to partnerships, 
assistantships, and locumtenencies at pages 56 and 57. 


BIRTHS, MARRIAGES, AND DEATHS 


The charge for inserting announcements of Births, Marriages, and 
Deaths is 9s., which sum should be forwarded with the notice 
not later than the first post on Tuesday morning, in order to 
ensure insertion in the current issue. 


BIRTH 
SaKLaTvaLa.—On October 16, at St. Aidans, West Bromwich, to 
Janet, wife of D. Saklatvala, M.R.C.S., L.R.C.P., a son. 


DEATHS 

Freeman.—On October 10, 1938, Mrs. Mary Freeman (née 
Russell}, M.B., Ch.B., D.P.H., of Milestones, Cirencester Road, 
Cheltenham. 

Simcock.—On October 2, 1938, James Simcock, M.B.E., M.D., of 

' Stoneleigh, Heaton Chapel, Stockport, the dearly beloved husband 


of Jean Simcock. 
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